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A recertification survey was conducted from
October 29, 2008 through October 31, 2008. . )
The fundamental survey process was initiated ) ‘ it L
however due to concerns in Client Protections ’) G/E i 240D -
and Active Treatment, the survey was extended l‘\QCﬁW

in those areas.
GOVERNMENT OF THE DISTRICT OF COLUMBI P

A random sample of two clients was selected DEPARTMENT OF HEALTH

from a residential population of three femaies and " HEALTH REGULATION ADMINISTRATION
one male with mental retardation and other 825 NORTH CAPITOL ST., N.E., 2ND FLOOR
disabilities, The survey findings were based on - WASHINGTON, D.C. 20002

observations in the group home and at one day
prograrn, interviews and a review of records,
including unusual incident reports.

On October 29, 2008, a determination was made
that staffs conduct towards Clients #2 and #3
during breakfast posed an immediate and serious
threat to their health and safety. At4:32 PM, the
facility's Qualified Mental Retardation
Professional (QMRP) and Program Director were
notified that an immediate jeopardy existed. The
surveyor remained on site until the fagility
addressed the immediate jeopardy by
implementing the following plan to alleviate the
identified concerns and protect the client's from
further potential harm:

- the alleged abuser was placed on administrative
leaving pending the outcome of an investigation;

« the two additional staff that witnessed the
alleged abuse were placed on administrative-
leave pending the outcome of an investigation;
and

- all remaining staff will be in-serviced by October
31, 2008 on abuse and neglect, incident

W‘r DIREC(C;FZ)S R 170\(1DER/SUPPLl/Ei)REPREsENTATNE'S SIG NMH (X6) DATE
WA (wort Uisaelird of Tyaidendeal hnieea (25705

Ar%‘dﬁﬁcienv;y statem_ent ending vﬁth an astérisk (") denotes 2 deﬁcien%ich the institution may be excused from comecting providing it is determined that- {
?tr <feguards pravide sufficient protaction te the patients. (Ses instructions.) Except for nursing homes, the findings stated above are disciosable 50 days
. .g the date of survey whethar or nat a plan of correctioh is provided. Far nursing homes, the above findings and plans of carraction are disclogabla 14

iays following the date thesa dacuments are made available to the facility. 'If deficiencies ate eited, an approved plan of correctian is requisite to continued
yrogram participation. i
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W 000 | Continued From page 1 W 000

reporting, mealtime protocols, and Client #2'
Behavior Support Plan (BSP).

As a result of the findings, a determination was >
made that the facility failed be in compliance with '
the Condition of Participation requirements in o
Client Protection. _ :

W 104 | 483.410(2)(1) GOVERNING BODY W 104

The governing body must exercise general policy, Conditions Out .
budgat, and operating direction over the facility, 12208

wios'

This STANDARD is not met as evidenced by: MTS has mude the sysiem corrections needed to address
Based on observations, staff interviews, and the issues lha!! caused the Client Protections condition 10 be
record reviews the governing body failed to g:“ ";:"'thﬂm =:5 *‘;ﬁcﬂf-;d by the respf:m

ensure that the facility exercised general policy, | - roughout and pasticularly, the responscs for W127,

and operating direction over the faciiity. W153. W134, W369 and W392.

The findings include:

1. Cross Reference to W127, The goveming
body failed to ensure that systems were
implemented to ensure cliznts were not subjected
to verbal, physical, psychological abuse and
mistreatment

2. Cross Refer to W153. The goveming body
failed to ensure that all injuricus of unknown
source were immediately reported to the
administrator or to other officials in accordance
with State law.

3. Cross Reference to W54, The governing
body failed to provide evidence that all incidents
involving injuries of unknown origin had been
theroughly investigated.
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4. Cross Reference to W369. The governing
body failed to ensure that clients received all
prescribed medications without error.

5. Crogs Reference to W392. The governing
body failed to ensure that discontinued
medications were removed from the clients
current medication supply.

483.410(¢)(4) CLIENT RECORDS

Any individual who makes an entry in a client's
record must make it legibly, date it, and sign it.

This STANDARD is not met as evidenced by:
Baged on interview and record review, the facility
failed to ensure entries inta the clients records
were signed for two of the two clients included in -
the sample. (Clients #1 and #3)

The findings includa:

The facility's Registered Nurse (RN) failed to sign
Clients #1 and #2's quarterly reviews.

a. Interview with the facility's Registered Nurse
on October 28, 2008 at approximately 3:00 PM
revealed that she (RN) completed quarterly
nursing examinations, Review of the Client #1's
medical record revealed a nursing guarterly
review dated October 22, 2008 that was not
signed.

b. Interview with the facility's Registered Nurse
on Qctober 30, 2008 at approximately 11:00 AM
revealed that she (RN) completed quarterly
nursing examinations. Review of the Client #2's
medical record revealed a nursing quarterly
review dated August 18, 2008 that was not

W 104

W 114

W14

TthNhasplnwdamﬁ dt;k:d i

! St Senature on the i

uartcrly nursing examinations, 'H?ere is anl;wfu::ul:(dl

:mu:nlm the RN signs for cach quarter. The nurse hag

;:Eued matmd‘:';e:;:csc:l mxhcd), however, the RN has becn
Structed at she routi i 1

review document itsclf. l2—2-0;:.'e]y “IEns the quariery

The QMRP will revicw the med; ;
N i medical rogor N
Isure routing compliance, .. 12-108. s mondhly o

The DON will alsq audif (he med;
e I 5 ed
periodicully. .. 12-1-08, el records
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483,420 CLIENT PROTECTIONS

The facility must ensure that specific client
protections requirements are met.

This CONDITICN is not et as evidenced by:
Based on observation, staff interview and record
review, the facility failed to ensure that systems
were implemented to ensure ¢lients were not
subjected to verbal, physical, psychological abuse
and mistreatment [See W127)]; the facility failed
to ensure each clients clothing were of the
appropriate size [See W137]; the facility failed to
nolify parents or guardians of significant ingidents
[See W148], the facility's direct care staff failed to
implement it's incident management policy [See
W146]; the facility failed tc ensure that all
injurious of unknown source were immediately
reported to the administralor or to other officials in
accordance with State law [See W153]; and the
facility failed to provide evidence that all incidents
involving injuries of unknown origin had been
thoroughly investigated [See W154]

The effects of these systemic practices resulted
in the failure of the fagility to protect its clients
from actual and potential harm and to ensure
client's general safety and well being.

483.420(a)(2) PROTECTION OF CLIENTS
RIGHTS

The facility must ensure thz rights of all clients.
Therefore the facility must inform each client,
parent (if the client is a mirior), or legal guardian,
of the client’s medical condition, developmental
and behavioral status, attendant risks of

W 114
W 122

wi22

W48, W149, W153 und w154,

W 124

The Client Protections cundition isyucs have heen .
addresseq ay cvidenced by the responscs for W27, w137,
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treatment, and of the right to refuse treatment.

This STANDARD is not met as evidenced by:
Based on interview and record review, the facility
failed to ensure the rights of each client and/or
their legal guardian to be informed of the client's
medical condition, developmental and behavieral
status, attendant risks of treatment, and the right
to refuse treatment, for the one of the two clients
included in the sample, (Client #2)

The finding includes:

The facility failed to ensure that informed consent
was obtained from Client #2 and/or her iegal
guardian prior to the administration of her
psychotropic medications.

Observation of the meorning medication
administration on October 29, 2008, at 8:48 AM
revealed Client #2 was adininistered Prozac HCL
40 mg, Naitrexone Hydrochlonde 50 mg and
Megestrol Acetate 10 ml. Interview with the
medication nurge during the medication
administration, revealed the aforementioned
medications were used {0 address the client's
hand sucking behavior,

During the entrance conference on Qctober 204,
2008, an interview was conducted with the
Qualified Mental Retardation Professional
(QMRP) and House Manager that revealed Client
#2 did not have the capacity to give informed
consent for the use of medications and
habilitation services. The QMRP's statement was
verified on October 30, 2008, at 3:30 PM through
raview of Client #1's psychnlogical assessment

MTS WASHINGTON, DC 20019
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w124

Client #2'5 lepal puandisn (mother) did sign consenty fir
the pyychotropic drug regimen and the behavior support
plan on 12-7-07 (See: nitached copics)...12.2-08.

MTS will ytilizc the new standard DDA forms (o review
and vpdalc Clicat #2°s mother on the psychateopic drug
regimon and [ISP_., 12.15-08.

Thereaficr, MTS will insure that a risks/Menclits discussion

" is held and conscnt is obtained for any changes in the

psychotropic drug regimen or the 3SP...12-15-08.
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dated Jupe 13, 2008. According to the
assessment, Client #2 "is not able to make

independent decisions concerning her residential |

or day placements. She Iacks the cognitive skills
necessary to understand the implications of such
decisions and therefore cannot give her informed
consent. She lacks the judgment and insight
required to make decisions independently.” The
QMRP further revealed the client had active
family involvement to assist her in decision
making.

Review of the client's medical record and
additional interview with the QMRP on October
30, 2008, at 3:06 PM failed to provide evidence
that Client #2's treatment needs, including the
benefits and potential side effects associated with
her medications, and the right to refuse
treatment, had been explzined to her and a
legally authorized representative.

483.420(2)(5) PROTECTION OF CLIENTS
RIGHTS

The facility must ensure the rights of all clients.
Therefore, the facility must ensure that clients are
not subjected to physical, verbal, sexual or
psychological abuse or punishment.

This STANDARD s niot met as evidenced by:
Based on obsérvations, staff interview and record
review, the facility failed to ensure that systems
were implemented to ensure ¢clients ware not
subjected to verbal, physical, and psychological
abuse and mistreatment for two of the four
clients, residing in the facility. (Clients #2 and #3)

The findings include:

W 124

W 127

wi27

.

The staff member that in i

ap) tely at
o Rm. feed client #3 was ttzwﬂr?:?nnwda ymmump(;]od
the intermal investigation findings... 12-2.08.
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A. On Qctober 29, 2008 at 7:18 AM during
breakfast observations, Girect Care Staff (DCS)
#13 was observed forcefully feeding and talking
harshly to Client #3. DCS #13 was observed
standing with her body next to the client's head
and shoulder. At the same time, DCS #13's right
arm was wrapped over tha client's head and her
hand was under the client's chin (head lock
position). DCS #13 was overheard saying to
Client #3, "Eat, | don't have all day, | have a lot to
do foday." At 7;30 AM, DCS #13 indicated to the
surveyor that Client #3 wes very difficult to feed,
At 7:31 AM, DCS #13 said to Client #3, "Open
your mouth you know you like the food." DCS
#13 was then obgerved forcefully sticking the
spoon into the client mouth.

B. On Qctober 29, 2008 zt 7:15 AM, Client #2
was observed independertly eating eggs. After
completing her eggs, the client stopped eating.
DCS #13 verbally prompted Client #2 to eat
several times but the client refused and wag
observed to place her hand into her mouth (hand
mouthing). At 7:42 AM, DCS #13 attempted to
feed Ciient #2. The client was observed 1o refuse
by turning her head away from the spoon. At 7:46
AM, DCS #13 attempted to feed the client. Again
the client refused. At 7:48 AM, DCS #13 was
observed putting the client's food down the drain.
DCS #13 then provided the ¢lient with a bottle of
Boost Plus in a spout cup.

At the time of the aforementioned observations,
DCS #10 was present at the dining room table
feeding Client #4. DCS #5 was in the facility and
within hearing distance of the incident,

During the entrance conference on October 29,
2008 at 3:20 AM, the Qualified Mental

The two othcr staff mémbcers on duty at the time were
retrained on reporting und addressing, abuse/neglevt and .
other scrious repurtabic incidgnt situations before returning
1o duty..,12-2-08.

It should be noted that both the QMRP and the Facility
Manuger ohserve mcul implerentation on 8 routine hasts
and buth report that they have never seen such behavior
from the stall member terminatcd nor any other stall, Tt
should alxw be noted that the two Sl members on duty
stated during their invesligation iftervicws that neither had
cver seen (he terminated staff member or any other staff
member provide such ipappropriate “assistance™ during,
meals. The QMRP and Facility Manage will continue to
obscrve meals for ull shifis at minimum once weckly each
and will provide i the spot training when statT [ail {o
Tollow cstablished protocols... 12-15-08.

In addition, the in-home staff orientution will he mydificd
1o insure that mcaltime protocols are trained during the
arientation. .. 12-15-08,

b.  Clicnt #2 has a meaktime protocel that address
her suppon. needs when eating but not her
periadic lendency to retuse some or all of the
food presentd to ber. As indicaied by, the
surveyor, ¢lient 42 ate her eggs and then refuscd
the remainder of the meal. As also mentioned by
the surveyor, client #2 bogun the meal ol 7;15am,
stafl uilempted to assist her scveral times but way
rofused and at 7:48am, 33 minutes uficr clicnt #2
sturtcd the meql, the staff‘member discarded the
remainder of the meal. Clieal £2°s meattime
protocoel will bie reviscd wr add instructions on
how StaiT iy to address relisuls to cat certain
portions o wmeal or an entire mesl. The QMRP,
RN and Facility Manager all indicated during the
revicw of this daficiency report that this is not a
frequent behavior bul rather an infrequent onc.
Clicnt #2 usually eats well.
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Retardation Professional (QMRP) and House

The mealtime protocol will be revised by... 12.15-08,
Manager were informed of the surveyor's

Saff will be retruined on the revised program hy...12-20-

observation, At 4:00 PM, the QMRF informed the OR. )
surveyor's that DCS #13 was placed on The revised program will he implemented by... 12-27-08
administrative leave pending the outcome of the

investigation. Tt should also be noted that it is the individual®s right 1o

reluse upwanted treatment an that includes an accasional
At 4:32 PM, the facility was notified that the ah o purtioms T Wtal. The prulocol wil be madificd

Y g with respect for that right in mind but will provide
Pllent 8 health and safety was at risk and an straiegics thal maximize the likelihood of getting client #2
immediate jeapardy existed. At 5:00 PM, the lo consume her entire meal vin positive reinforcement wnd

facility implemented a plan of Gorrection to lift the rexpecting her right to choose (for cxamplc, by not serving
immediate jeopardy, The plan consisted of the her [oods that she clearly disiikes)...12-15-08.
following: '

= the alleged abuser was placed on administrative
leaving pending the outcome of an investigation;

- the two additional staff that witnessed the
alleged abuse were placed on administrative
leave pending the outcoms of an investigation;
and

- all remaining staff will be in-gerviced by October
31, 2008 on abuse and neyglect, incident
reporting, mealtime protocols, and Client #2's
Behavior Suppart Plan (BSP).

[it should be noted that the surveyor remained
onsite until the facility put systems in place to
remove the immediate jeopardy.]

W 148 | 483.420(c)(6) COMMUNICATION WITH W 148
CLIENTS, PARENTS &

The facility must notify promptly the client's
parents or guardian of any significant incidents, or
changes in the client's condition including, but nat
limited to, serious illness, accident, death, abuse,
or unauthorized absence.
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This STANDARD s not met as evidenced by: widg
Ba_sed on in’tErview and record !-EViewc ﬂ?& fac“ity The fumily of Clicnt #5 was notifted abuut the incident
failed to notify parents or quardians of significant eited here and in fact did visit her in the hospital thercaftcr,
incidents for one of the five clients residing in the MUS siall fuiled (o indicatc the notification on the invident
facility. (Client #5) report. The QMRE will revicw all incident reports beforg =
they arc submitted to insure that ull appropriatc
M ; notifications occur and ar¢ ducumented. The IMC will
The finding includes: provide a secomd cruss check before submission. .. 12-15-
On Qetober 29, 2008 at 9:15 AM, during the ue.
entrance conference with the Qualified Mental )
Retardation Professional (QMRP) revealed that - evginad o6 ialc incident reporting, and
Client #5 had active family involvement. Review m‘:&cwﬂ'f-’_ﬂ'&'m v
pf the _facili’(y's unusual incident reports and “The issuc will be addresscd at minimum quaricrly during
investigative reports on October 29, 2008 monthly stalf mestings... 12-15-08.
beginning at 10:20 AM, revealed that the facility
failed to notify Client #5's family |mrned|ately of
the following incident: "
On July 28, 2008, staff discovered swelling on the
right side of Client #5's face,
Continued review of the facility's incident report
however, failed to provide evidence that the
client's family had been ncitified of the
aforementioned incident,
W 140 | 483.420(d){1) STAFF TREATMENT OF W 149
CLIENTS
The facility must develop and implement written
policies and procedures that prohibit
mistreatmant, peglect or abuse of the ¢lient.
This STANDARD is not met as evidenced by: 9
. | Based on interviews and record review, the wid )
fac_ility‘s direct care staff fgiled to implement i:(‘s StaT wes retrained on eident roporting om 10-30-08 and
incident management policy for two of four clients will be truined at lenst once per quarter duving, mwithly
residing in the facility. (Clients #2 and #3) suff meetings.._12-15-08.
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The finding includes:

[Cross Reference W127]. On October 28, 2008
at 7:18 AM during breakfast observations, Direct
Care Staff (DCS) #13 was observed forcefully
feeding and talking harshly to Client #3, At7:18
AM, DCS #13 verbally prempted Client #2 to eat
several times but the client refused and was
observed to place her hard into her mouth (hand
mouthing). During At 7:42 AM, DCS #13
attempted to feed Client #2. The client was
observed 10 refused by turning her head away
from the spoon. At 7:46 AM, DCS #13 attempted
to feed the client. Again the client refused. At
7:48 AM, DCS #13 was observed putting the
client's food down the drain.

At the time of the aforementioned observations,
DCS #10 was present at the dining room table
feeding Client #4. DCS #& was in the facility and
within hearing distance of the incident.

During the entrance conference on Qctober 29,
2008 at 9:20 AM, the Qualified Mental
Retardation Professional (QMRP) and House
Manager were informed of the surveyor's
observation. At 4:00 PM, the QMRP informed the
surveyor's that DCS #13 was placed on
administrative leave pending the ouicome of the
investigation.

An interview was conducted with the facility's
Qualified Mental Retardation Professional
(QMRF) on October 29, 2008 at 9:30 AM, to
ascertain If the facility had a written incident
management policy. The QMRP provided a
policy entitled "Resident Protection” with a
revision date of January 30, 2008. Review of that
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sexual ar psychological abuse or punishment,

This STANDARD is not met as evidenced by:
Based on observations, staff interview and record
review, the facility failed to ensure that systems
were implemented to ensure clients were free
from physical, verbal and psychological abuse for
two of the four clients residing in the fachlity.
(Clients #2 and #3)

The finding includes:
[Cross Reference W127] On October 29, 2008 at

7-18 AM during breakfast abservations, Direct
Care Staff (DCS) #13 was pbserved forcefully

feeding and talking harshly to Client #3. DCS#13 |,

was also observed attermpting to feed Clignt #2
several times but the client refused. The client
was ohserved to place her hand into her mouth
(hand mouthing). After DCS #13's ast attempt to

Sce: responscs for W127.
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W 149 Continued From page 10 W 149
policy on Qctober 29, 2008 included the following
reguirernents pertaining to abuse, neglect or
mistreatment reporting:
- report the incident to a supervisor immediately;
- follow the instructions given by the supervisor;
and
" - complete an incident report. i
There was no evidence that the facility's DCS
implemented it's incident management policy in a
timely manner.
W 150 | 483.420(d)(1)(I) STAFF TREATMENT OF W 150
CLIENTS
Staff of the facility must not use physical, verbal, Wis0
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feed Client #2 at 7:46 AM, DCS #13 was
observed to discard the client's meal by placing it
down the drain.

At the time of the aforementioned observations,
DCS #10 was present at the dining room table
feeding Client #4. DCS #5 was in the facility and
within hearing distance of the incident.

During the entrance conference on October 29,
2008 at 9:20 AM, the Qualified Mental
Retardation Professional (QMRP) and House
Manager were informed of the surveyor
observation. At 4:00 PM, the OMRP informed the
surveyor's that DCS #13 was placed on
administrative leave pending the outcome of the
investigation.

Af 4:32 PM, the fecility was notified that the
client's health and safety was at risk and an
immediate jeopardy existed. At 5:00 PM, the
facility implemented a plar: of correction to [ift the
immediate jeopardy. The plan consistad of the
-following:

- the alleged abuser was placed on administrative
leaving pending the outcomne of an investigation;

- the two additional staff that witnessed the
alleged abuse were placed on administrative
leave pending the cutcome of an investigation; |
and

- all remaining staff will be in-serviced by Qstober
31, 2008 on abuse and neglect, incident
reporting, mealtime protocols, and Client #2's _l
Behavior Support Plan (BSF).

[it should be noted that the surveyor remained
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W 150 | Continued From page 12 W 150
onsite until the facility put systems in place to
remove the immediate jeopardy.]
W 153 | 483,420(d)(2) STAFF TREATMENT OF W153| wisa
CLIENTS ' ’ ) . .
1. Fxeoutive Director Moorc was notified about the
The facility must ensure that all allegations of Junc 9, 2008 inciden! involving client #5 (See:
mistreatment, neglect or abuse, as well as _ Astached incident report copy). .. 12-2-08.
injuries of unknown sourcs, are reported o s . N
immediately to the administrator or to other meGrad contiy o Mmmg&';ﬁ;e
officials in accordance with State law through (raw swelling). There i a failure v fully explaia this in the
established procedures. nursing notes and QMRP notcs (Scc: attached lat
enirics)... 12-2-08.
The issuc is revolved at presemt ., 12-2.0K.
This STANDARD is not met as evidenced by: . L
Based on interview and record review, the facillty 2. Chent#1° bog bruise is alsa nol of unknown
failed to ensure that all injurious of unknown vy bruise ouiurred during the
: s . y preceding haspitalization as client
source were immediately reported to the #1 contimuousty attempted 10 gt out ol bed
administrator or to other officials in accordance Again, there was a fuilure o fully documenl this
with State law, for two of the four clients included in the nursing notes. The notes mention the bruise
in the sample. (Clients #1 and #5) Without say other deails (Sex: attached lale ctry
notey)... (2248, -
The findings include: The bruise is esslved st this point... 12.2-G8.
1. Review of the facility's incident reports on 1|:::ﬁm wu'; norsing mﬁ?&:ﬁpﬁmﬁn
Qctober 29, 2008, beginning at 10:20 AM documentation records must fully address such issues -
revealed an incident involving Client #8 dated routincly_. 12-15-08.
June 9, 2008. According ta the report, staff The IDON will review the nursing notes periodically to
discovered swelling of Client #5's Jaw and face. insure they arc full and complese und will review the issuc
‘ routincly during monthly nursing mectings. . 12-15-08.
interview was conducted with the Qualified Mental
Retardation Professicnal (QMRP) on October 29,
2008, at 11:00 AM to ascertain information
regarding the facility's incicdent management
system. According to the QMRP, all incidents
were to be reporied to the administrator. Further
review of the incident report, howeaver, revealed
that there was no documented evidence that
indicated the administrator had been notified. At
the time of the survey, the Tacility failed to provide
FORM GMB-2567(02-99) Previoys Verslons Obzolete Evant ID: MOYD14 Fatility 1D: 09G183
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W 153

W 154

staff discovered a bruise on Client #1's left foot

Continued From page 13

evidence that ensured the administrator was
immediately notified of the incident of unknown
origin.

2, Review of Client #1's rnedical regord on
October 29, 2008 at approximately 2:00 PM,
revealed the following injury of unknown origin
was not reported fo the Administrator, According
to & nursing progress note dated June 19, 2008,

below the knee. Further interview and record
review revealed no evidence that the injury of
unknown origin as reported to the Administrator
as required.

483.420(d)(3) STAFF TREATMENT OF
CLIENTS

The fagility must have evitdence that all alleged
violations are thoroughly investigated.

This STANDARD s not met as evidenced by:
Based on interview and record review, the facility
failed to provide evidence that all incidents
involving injuries of unknown origin had been
theroughly investigated, for two of the five clients
residing in the facility. (Cliznts #1 and #5)

The findings include;

Interview with the facility's Qualified Mental
Retardation Professional (QMRP) and review of
the facility's incident reports on Qctober 29 2008
beginning at 10:20 AM revizaled the following
injuries of unknown origin:

a. On.June 19, 2008, staff discovered & bruise
on Client #1's left foot below the knee. Continued
review of the facility's ingidznts failed to provide

W 153

W 154

W1i54

Scc: responses for WIS3 above,
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Continued From page 14
evidence that the incident had been Invastigated.

b. On.June Y, 2008, staff dlacovered swelling of
Client #5's jJaw and face. Additionally, there was
no evidence the incident had besn Investigated.
483.430(a) QUALIFIED MENTAL
RETARDATION PROFESSIONAL

Each client's active treatment program must ba
integrated, coordinated and monitored by a
gualified mental retardatien profagsional.

This STANDARD ia not met as evidenced by,
Based on observation, interview and record
raview, the facllity falled 1o encure each client's
active treatment program was integrated,
coordinated and monitored by the Qualified
Mental Retardation Profegsional (QMRP), for
three of the four clients that resided in the facility.
(Clients #1, #2, and #3)

The findings include:

1. The faclity's QMRP falled o ensure each
client recelved continuous active treatment
services. [See W249)

2. The faclity's QMRP failed to ensure that data
was collected In the form and required frequency.
[See W252]

483.430(e)(3) STAFF TRAINING PROGRAM
Staff must be able to demonstrate the skills and

techniques necessary to administer intervantions
to manage the inappropriate behavior of clients.

This STANDARD Is not met as evidenced by:

W 154

W159

W 183

w139

‘The issues wled under W159 bave been addressed ws
evidenced by fhe rosponses [or W249 and W252.
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Based on observations, siaff interview and record
verification, the facility's sz=ff fajled to

demonstrate the skills and techniques necessary
to Impiement each client's Behavior Suppert Plan

(BSP), for ana of the two lients in tha sample,
(Client #1)

The finding includes:

On October 29, 2008 at 7:10 AM, Cllent #1 wag
Observed eating eggs for oreakfast During the
breakfast observations, tha client had
mittens/gloves on her hands. At 7:25 AM, the
client was observed placing her hands into her
mauth (hand mouthing). There was no staff -
intarvention, At 7:53 AM, the cliant took off the
gloves and began sucking her fingers. The direct
care staff asked the client to, "pleasa stop" At
7:59 AM, the direct care staff was observed
putting the clients mittens/gloves on her hands,
Interview with the direct care staff indicated that
the client sucks on her hands and fingars, all the
time,

Record review on October 30, 2008 at
approximately 11:00 AM revealed Client #2's BSP
dated June 13, 2008. The BSP recommended
the following proactive treatment strategies {0
prevent target behaviors of hana mouthing:

- At any time that Client #2 begins tp engage in
hand mouthing behaviors, verbally prampt her to
stop and regirect her to a sensory scheduled
activity with one to one supervision, Provide
materials or gently body movement, Engage the
client for 10-15 minutes. Gently assist the cllent
| by taking her hand out of her mouth. Omer her
iterns to hold, and/or place headphones on.

wig3

Swf¥ was retrained on the BSP® strulepies for clicrit a2, . 10
3008,

The QMRP and Facility Manager will separacly vbscrve
mmmimmﬁmﬁmmdbym;ﬁﬁ
atmmweekiyandwmmhmﬂmﬂnmwen
ﬁimmmlyimphmpmmorpmm:m
noted. .. 12-15-08.
lnaddilim;meQMlleilludlhenpwﬁonnﬂhcmm
Mmeuingﬁmemlusqum«:mlﬁnfmnw
BSP program mandatcs. . 12-30:08.
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W 183 | Continued From page 16

- If she continues and is persistent in hand
mouthing for 30 minutes place the gloves on her
hands and diract her to an activity with physical
movement, Remove the gloves after 15 minutes
and offer activitles again.

w103

The aforementioned intervention were not
observed being implemented when Client #2 was
observed repeatedly hand mouthing. Interview
with the facility's Qualified Mental Retardation :
Professional (QMRP) on Oectober 29, 2008 at _ 1
9:20 AM confirmed direct care staff dignt

effectively implementing the proactive strategies
- outlined In Cllent #2 s BSP.

Raview of the &taff training records on October
30, 2008 at approximately 1:30 PM revealed that
all staff signed and raceivzd training on Client
#2's BSP. There was no evidence that training
was successful.

W 249 | 483.440(09)(1) PROGRAM IMPLEMENTATION: W 249

As soon as the interdisciplinary team hasg
formulated a client's individual program pian,
each client must receive & continuous active
treatment program consisling of needed
interventions and services in sufficient number
and frequency to support the achievement of the
objectives identified in the individual program
plan,

This STANDARD is not met as evidenced by
Based on interview and record review, the facility
faled to ansure each client received continuous
active treatment services, for one of the two
¢llents included in the sarriple, (Client #1)
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W 249 | Continued From page 17 W 249
The finding inciudes: w249
Review of Cllent #1's records on Oclober 30, The protocol nccded fir the proper implementar
2008 at 10:00 AM revealed the client had an lingna! strengthening wod ahial strengthening 2“;";“‘:@
Individual Suppart Plan (ISP) dated July 18, 2008. not been doveloped by ihe speech pasholagist. They will be
Interview with the Qualified Mental Retardation compleial by...12-4-08.
Professional (QMRP) on October 30, 2008 at Staff will be trained on the implemontation stratcgics
10:30 AM and further review of Client #1'e record hy...12-8-08,.
revealed that at the time of the ISP mesting, the The programs will be impieracated by. ., 12-20-08. )
Interdisciplinary Team (IDT) recommended the .
following program objectives: The QMRI” was gwarc of the nced 10 ged the programs on
_ Vine el wais having difficulty yeiting the specch pathologist
. . . . 0 firovide the negded protocols nd data cpllection
a. [the client), wil perform lingual strengthening I the fulur, the QMRP will soek the
exergises in 10/10 tnals to improve bolus Sysiems. ' th assistance
. A of the Excotive Director 10 move sach tusks along in a
formation to prepare for swallowing over three tvnclicr manner.... 13-20-08 s
consecutive months; and )
b. [the client], wh perform labial strengthening
exercisas in 10/10 trials to improve bolus
formatlon to prepare for swallowing over three
consecutive months.
Interview with the QMRP and review of the
client's records on October 30, 2008 at
approximately 11:00 AM, there was no evidence
that the aforementioned program objectives had
been developed, initiated or implemented,
W 252 | 483.440(e)(1) PROGRAM DOQCUMENTATION W 252,
Data relative to accompllishment of the criteria
specified in client individual program plan
objectives must be documented in measurahle
terms.
This STANDARD Is not met as evidencad by;
Based on observations interview, and record
review, the facility failed t¢ ensure that data was
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callected in the form and required frequency, for
one of the two clients in the sample, (Client #2)

The finding includes:

Qn October 28, 2008 from 4:36 PM until 4:41 PM,
staff was observed assisting Client #2 walk
throughout the facility, Interview with the direct
care staff indicated that the cllent can walk but
had an unsteady gait Review of the client
Individual Program Pian (IPP) dated Jyne 24,
2008 on October 30, 2008 at approximately 11:00
AM ravealed an objectiva which stated, "Glven
Stending assistance, [the client] will ambulats for
13 consecutive minutes five days per week for 12
vonsecutive months." Review of the data sheet
on October 30, 2008 failed to refiect tha
ambulation on October 24, 2008,

There was no evidence that the data had been
callected in accordance with the IPP for the client,
which was negessary for a functional assessment
of the cliant's progress,

483.440(f)(1)(iii) PROGRAM MONITORING &
CHANGE .

The Individual program plan must ba reviewed at
least by the qualified mental retardation
profasslonal and revised as necessary, including,
but not limited to situations In which the client Is
failing to progress toward identified objectives
after reasonable efforts have been made.

This STANDARD is net met as evidenced by:
Based on Interview and record review, the
Qualified Mental Retardation Professional
(QMRP) failed to ensure each clisnts Individusl
Program Plan (IPP) was revised after the clignt

W 252

W 257
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failed to make progress with the identified
objectives, for ane of tha two dients included in
the sampie, (Client #2)

The finding includes:

The QMRP falied to revise Client #2's
toothbrushing program as performance measures
reflected a lack of progrees. The client's
documentation and IPP was reviewed on October
30, 2008 at 12:30 PM. Tre clients IPP reflected
the following objective, "[the client] will brush her
teeth with 100% efficiency given physical
assistanca on 30 consagutive occasions.”

Review of the data coliection sheets and the
QMRP monthly notes on October 30, 2008 at
1:00 PM revealed that the client had been
functioning at the "hand over hand" assistance
level since July 2008. Intarview with the faciity’s
QMRP at 1:08 PM revealed that the client had
always functioned at the "hand ovar hand "
assistance level with regards to this program.
There is no evidence that the toothbrushing
program had been revised as necessary.
483.440(f)(3)(i)) PROGRAM MONITORING &
CHANGE

The committee should insure that these programs
are conducted only with the written informed
consent of the cllent, parents (if the client is a
minor) or legal guardian.

This STANDARD is not met as evidenced by:
Based on interview and record review, the
facility’s specially-constitined committee failed to
ensure that restrictive programs were used only
after written consents had been obtained, for one

W 257| wasy

brushing will be discontinued

W 263

uiauazﬁllniuimnwmghmw‘
uﬁmwmmmm&;ﬁ*'mqm,
: agree with this assessment. Tooth
¢ as 2 formal objective and be
:@nﬁlﬂfwmuw.mﬁty.Amﬁnbcmmm
va ing her
““"“"M._. propciy sapporting ber during the 1outh

FORM CMS-2567(02-53) Previous Versions Qhsplate

Evem ID:MOYO11

Faedity 10: 09G183

¥ continuation shaat Page 20 of 24



FRUM if11D LUK, FHX NU.  ZUZd2448U4Y Nov., Z1 2vvB B2i17FM P 11

LAl mAr £VMV AW, V4 CAA SVEIERLBEIU HMKRA ido22 .
‘ PRINTED: 1V/21/2008°
DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APFROVED'
___CENTERS FOR MEDICARFE & MEDICAID SERVICES OMB NO, 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPUERICLIA (2] MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN QF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A BUILDING
B. WING
9G183 10/31/2008
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIF CO0E '
MTE . 441416 JAY STREET, NE ’
WASHINGTON, DC 20019
ox4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (%5)
FREFY (EACH DEFICIENCY MUST EE PRECEDED BY FULL PREFIX | - (EACH CORRECTIVE ACTION EHMOULD BE COMPLENAN
TAG REBULATORY OR LAG IDENTIFYING INFORMATION) TAG CROXS-REFERENCED TO THE APPROPRIATE OATE
DERCIENCY)
W 263 | Continued From page 20 W 263

of the two included in the sample, (Client #2)
The finding Includes:

Observation of the moming medication
adminigtration on October 29, 2008 at 8:48 AM W263
revealed Client #2 received medications including

Prozac and Naltrexone. Interview with the As mentioncd cartier, signed conscnt was obtained after 3 J
medication nurse during the medication risks/bencfits discussion on 12-7-07 for both the BSP und

- | administration revealed tha aforementioned psychotropic drag, regimen for cliont #2...12-2-08.
medication was used to address the clients MTS will apdatc the consent documenistion using the -
behavior of hand mouthing. sniand DDA forms for both R8PS and pychotropic drug

e 122008
Interview with the Qualified Mental Retardation B eor. ceuscat will b obtained (or wny changes in the
Profession (QMRP) on October 28, 2008 at 9-20 Poychatropic drug regimc o the BSP strategies... 12-20-

AM revealed that Client #2 did nat have the
capacity to give informed consent for the use of
her medications and habliitation servicas, The
QMRP's statement wae verified on October 30,
2008 at approxirnately 11:00 AM through review
of Client #2's psycholagical assessment dated
June 13, 2008. Aocon?ing w the asseesment,
Client #2 "does not evidence the capacity to make
independent decisiong on her behalf regarding
her habilitation planning, glacement, treatment,
financial and medical matters due to profound
mental retardation. She can not execute a
durable power of attorney." Continued interview
with the QMRP on Octeber 30, 2008, further
revealed that Cliernt #2 had very involved amily
Involvement.

Further review of Client #2's record on Qctober

30, 2008 at 11:00 AM revealed that the client, in

addition to taking psychotropic medications, aleo

had a Behavior Support Plan dated June 13,

2008 1o addrags her behavior of hand mouthing.
At the time of the survey however, tha facility
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falled to provide evidence that consent was
obtained for the use of the psychotrople
medication and Behavior Support Plan (BSP) that
were designed/conducted to reduce Client #2's
, behaviors, [Cross-refer to W124] _
- W 369 | 483.460(k)(2) DRUG ADNVINISTRATION W 369 "
;rhhe sylstem for d?’g administration must assure Wi . .
at all drugs, including those that are - was gi norsing end the
self-administered, are administered without error. . ;&Tmmm mm durmgher
. madication pass was setrained on 10-29-08, i
Client #4 was obscrved as instructed and showed nwo ill
This STANDARD Is not met g6 evidenced by: effats of the delay in receiving the medication, . 12-2-03,
Based on observation, and record review, the The QMRY, Facility Mamager wnd RN will obsérve
facllity failed to ensure that each cllent received medication pusscs as implementcd by the aforcmentioned -
&l prescribed medications without eror for four nursc m insurc that she routincly passcs all md:m =
of the four cllents residing.-in the facility. (Clients presoribed and documents bt follow up on the
#1, 42, #3 and #4) consisiontly...12-20-08. - rion sassing pusidclh
The RN will review the MTS anonw;s‘vg\g gmﬁ‘m
) 3 » N t o i i
. _— 2. The nurse was delaycd another MTS bome and
1. Obsarvation of the medication adminstration . failed to notify the RN or DON that she was
on Oclober 28, 2008 at 8:33 AM, revealed Client rurming, late. The clicats mentioned werc
#4 was administered Vitron C, Multivitamin and absxved snd shovwod a0 i1l cffccts of recciving
Alavert Non-Drowsy. Comparison of the theix medications slightly outside of the two howr
medication administration cbservation and the window prescribed by their regimens... 12-2-08.
physician order dated October 1, 2008 on .
October 28, 2008 revealed that the client was The medication sursc was rctrained on the MTS medication
also prescribed Nasonex Scant Free, two puffs pass policics. .. 12-2-08 ]
each nostril. Interview with the Licensed Practical
Nursa (LPN) on October 29, 2008 at 10:00 AM
confirmed that she omitted the client's Nasonex
medication.
On October 28, 2008 at approximataly 10:30 AM,
the Registered Nurse (RN) was Informed that !
Client #4 was not administered Nasonex. The
RN called the Primary Cara Physician (PCP) to
inform her of the medication error. The PCP
FORM CM3-2687(02-48) Previgus Versions Obsolete - Event 0:MOYD11 Faciiity 1D: 096182 If continustion sheet Page 22 of 24
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instructed the RN to go to Client #4's day program
and administer the cllent's medication. According
to the RN, she administered Client #4's Nasonex
at approximately 11:45 AM,

2. On October 29, 2008 et 8:08 AM, the
medication nurse arrived In the facility to
adminlater Client #1, #2, #3, and #4's,
medications. Review of the physician orders
dated Qctober 1, 2008 revealed that the
medications are to be adniinistered at 7:00 AM.
The first dose of medication was administered to
Client #3 at 8:29 AM and 1he last medication was
administered to Client #2 at 8:48 AM. The . -
medication was not within the aliotted time frame ] .
of one hour bafore or one hour after the

presgribed time.

On October 26, 2008 at approximately 10:30 AM,
the RN was informad of the medication
administration time. The RN called the Primary
Care Physician (PCP) to inform her of the
medication emror, According to the RN, the PCP
instructed the RN to moniior Cllent s#1, #2, #3,
and #4 affect

W 382 | 463.460(m)(3) DRUG LABELING W 382

Drugs and biologicals packaged in containers
designated for a particular ¢lient must be
immediately removed from the dient's current
medication supply if discontinued by the
physician. y

Wiz

MTS” medication Jisposal policy must be reviscd to
climinate the instruction W Hush such medications. The
pharmacy does aot take bnck controlled medications, MTS
policy will be revised (o instruct norses o crush and.
This STANDARD is not met as evidenced by: sprinkle such medications am) discard them in the trash in
Based on abservation, steff interview and record ibat form. This plus property Jocurmenting, the uctions will |
verification, the facility failzd to immadiately be the MTS practice going forward. .. 12-15-08.

remove discontinued medication from the clfents
current medication supply, for one of the two

13
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clients included in the sample. (Client #1)
The finding includes: ‘
Inspection of the medication supply cabinet on
October 20, 2008 at 8:10 AM, revealed a
medication package of Klonopin 0.5 mg, 30
tablets for Client #1. Interview with the
medication nurse at 9:15 AM indicated that the
medication wag discontinued around August
2008. Further interview indicated that the
medication should have been retumed to the
pharmacy. Record verifieation on October 20,
2008 at 10:15 AM ravealed a physician order
dated August 24, 2008, tc “Stop Klonopin,*
However, the medication was still stored in the
medication cabinet as of October 28, 2008,
)
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INITTAL COMMENTS

A licensure survey was conducted from October
29, 2008 through October 31, 2008, The
fundamental survey process was initiated
however due to concerns in Client Protections
and Active Treatment. the survey was extended
in those areas.

A randern sample of two residents was selected
from a regidential population of three females and
one male with mental retardation and other
disabilities. The survey findings were based on
observations in the group home and at one day
program, interviews and a review of records,
including unusual incident reports.

On Octaber 29, 2008, a determination was made
that staff's conduct towards Residents #2 and #3
during breakfast posed anh immediate and serious
threat to their health and safety, At4:32 PM, the
facility's Qualified Mental Retardation
Professional (QMRP) and Program Director were
notified that an immediate jeopardy existed. The
surveyor remained on site until the facility
addressed the immediate jeopardy by
implementing the following plan to alleviate the
identified concerns and protect the resident’s
from further potential harm:

- the alleged abuser was placed on administrative
leaving pending the outcorne of an investigation;

- tha two additional staff that witnessed the
alleged abuse were placed oh administrative
leave pending the outcome of an investigation;

Jand

- all remaining staff will be In-serviced by October
31, 2008 on abuse and heglect, incident
reporting, mealtime protocols, and Client #2's
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Behavior Support Plan (BSP).

As a result of the findings, a determination was

made that the facility faiied be in compliance with .
the Condition of Participation requirements in T
Client Protection, . "

| 043| 3502.2(c) MEAL SERVICE / DINING AREAS | 1042 -
Modified diets shall be as follows: ' ' _

(c) Reviewed at least quarterly by a dietitian,

This Statute is not met as evidenced by:

Based on record review, the GHMRP failed to
ensure that the modified diet for residents had
been reviewed at least quarierly by the consuiting
dietitian for two of the two residents in the
sample. (Residents #1 and #2) '

The findings include:

1. Review of Resident #1's nutritional
assessment dated July 18, 2008 on October 28,
2008 at approximately 2:15 PM revealed that the (Chaptor 35
resident was prescribed a regular pureed diet 350220
with snacks dalily and high fiber. Further review

failed to show evidence that the facility's The nutrition quarterly has completed... 12
Nutritionist had reviewed Fesident #1's dieton a The QMRP will audit all d:;:llmc notes mnﬁl:ﬁm
quarterly basis. Record verification of the that all outstanding Lssks are commpicted in a timely
facility's ISP meeting schedule on October 31, manner. .. 12-20-08. -

2008 at 9:15 AM revealed that the client's first
quarterly review was scheduled for October 18,
2008, Atthe time ¢f the survey, the GHMRP

failed to have a nutrition guarterly review.

2. On Qctober 29, 2008 at 7:15 AM, Resident #2
was observed aating pureed eggs for breakfast.
The resident was also observed drinking a botile
Health Requlatisn Administration
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of Boost Plus. Review of Resident #2's nutritional
assessment dated June 19, 2008 on QOctober 30,
2008 at approximately 10:00 AM revealed that
the resident was prescribed a regular pureed
double portion high fiber diet with snacks and one
tan of Boost Plus, twice per day. Further review
failed to show evidence that the facility's
Nutritionist had reviewed Resident #2's dieton a
quarterly basis. Record verification of the
facility's ISP meeting schedule on QOgtober 31,
2008 at 9:15 AM revealed that the client's first
quarterly review was scheduled for Septemnber
24,2008, At the time of the survey, the GHMRP
failed to have a nutrition quarterly review.

3502.16 MEAL SERVICE / DINING AREAS

A review and consultation by a digtitian or
nutritionist shall be conducted at least quarterly to
ensyre that each residen{ who has been
prescribed a modified diet receives adequate
nutrition according to his ¢r her Individual
Hapbilitation Plan.

This Statute is not met as evidenced by:

Based on observations, staff interview and record
verification, the GHMRP fziled to etisure that the
consulting dietitian conducted at least quarterly
reviews for residents on modified diets for two of
the two regidents in the sample. (Residents #1
and #2)

The findings include:

1. Review of Resident #1's nutritional
assessment dated July 18, 2008 on October 29,
2008 at approximately 2:15 PM revealed that the
resident was prescribed a regular pureed diet
with shacks daily and high fiber. Further review

1043

1058
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failed to show evidence that the facility’s
Nutritionist had reviewed Resident #1's dieton a
guarterly basis.

2. On October 29, 2008 at 7:15 AM, Resident #2 t
was observed eating puréed eggs for breakfast. '
The resident was also cbserved drinking a bottle
of Boast Plus. Review of Reésident #2's nutritional
assessment dated June 19, 2008 on Qctober 30,
2008 at approximately 10:00 AM revealed that
the resident was prescribed a regular pureed
double portion high fiber diet with shacks and one
can of Boost Plus, twice per day. Further review
failed to show evidence that the facility's
Nutritionist had reviewed Resident #2's diet on a
quarterly basis.

1167 3607.4(e) POLICIES AND PROCEDURES 1167
3507.4(c)
The manual shall incorporate policies and Exi
rocedures for at least the following: isting MTS
proe 9 qualifications ‘?,:,‘,‘,f“‘;“*m, Job descriptions, .
(&) Personnel, which covers job descriptions and ?ﬂmmm (soc< atachments). . 12.2.08, ¢ O
qualifications, staff/resident ratios, training and personne] :}3 15 I The procoys of 2 new -
staff development, health inventory; 1:08, "0y menual that shoald be completed by..,, 3.

This Statute is not met as evidenced by:

Based on review of records the Group Home for
Mentally Retarded Persons (GHMRP) failed to
ensure that their Policies and Procedures' Manual
included a personnel policy that addressed job
descriptions and qualifications, stafffresident
ratios, training and staff development, and health
inventories

The finding includes:

Review of the policies and procedures on
Qctober 30, 2008, failed to provide evidence of a
personnel policy that addressed job descriptions
Jeaith Regulation Administration
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and guaiifications, staff/resident ratios, training
and staff development, health inventories,
| 185/ 3508.5(b) ADMINISTRATIVE SUPPORT 1185 :

Each GHMRP shall have an organization chart - - y
that shows the following: . 3502.5(b) and 3508(c)

(b) The personnel in charge of the program
| components; ] .
Sce the aituchod copics of MTS orpanizational charts. .. 12-
This Statute is not met as evidenced by: 20
Based on record review, the GHMRP failed to
have an organization chart the showed the
personnel in charge of the program components.

The finding ingludes:

Review of the GHMRP's administrative records
on October 30, 2008 at 1:00 PM, revealed that
the organization chart failed to identify the
personnel in charge of the program components,

1186| 3508.5(c) ADMINISTRATIVE SUPPORT 1186

Each GHMRP shall have an organization chart
that shows the following:

(c) The ¢ategories and numbers of supportive
and direct care staff, and...

This Statute is not met as evidenced by.

Based on review of the policy and procedures
manual and request of management staff, the
GHMRP failed to provide an organizational chart
depicting categories and numbers of supportive
and direct care staff.

The finding includes:

Heatth Reguiation Administration
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Review of the GHMRP's administrative records
. on October 30, 2008 at 1:00 PM, revealed that .
. the organization chart failed to list the categories 4
and numbers of supportive and direct care staff. :
, =1
1203 3509.3 PERSONNEL PQLICIES 1203
Each supervisor shall discuss the contents of job ‘
descriptions with each employee at the beginning -~
employment and at ieast annually thereafter. 35093
This Statute is not met as evidenced by: Joh descriprion updates have heen completied for the: sixfT
Based on record review, the GHMRP faijled to cited (scc: attached copies)... 12-2-08. o
have on file for review current job descriptions for The Facility Mamager perform quartcrty audiis in anler to
all employees. track duc dates mnd insurc routine wpdates. ., 12-20-08.

The findings include: -

Review of the personnel files conducted on
October 31, 2008 at approximately 11:00 AM,
revealed the GHMRP failed to provide evidence )
that the facility discussed the contents of job i
description with staff. It should be noted that the
present recorded did not include a job description
for Staff #2, #6, #11,and #12.

1224 3510.5(a) STAFF TRAINING 1224

Each training program shazll include, but not be
limited to, the following:

(2) Overview of mental retardation including, but

not limited to, definition, causes of mental 3510.5(a) nd (b) -

retardation, associated heaith implications, and Introduction t mental retardation and Humon )
frequently used medications, the history of care Development arc covered in the MTS stalT uricnmtion bt
of individuals with mental retardation, and daily the QMRP will coniduct a training scxsion for all sl

living skills; by...12-20-08.

Health Regulation Administration . |
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1224| Continued From page 6 1224

This Statute is not met as evidenced by:

Based on record review, the GHMRP failed to
include training in overview of mental retardation
to each staff,

The finding includes: -
Review of the training records on Qcotber 30,

2008, revealed that the GHMRP failed to provide
training in overview of mental retardation.

1225 3510.5(b) STAFF TRAINING 1225

Each training program shall include, but not be
limited to, the following:

(b) Human development through the life cycle
(birth to death);

This Statute is not met as evidenced by:

Based on record review, the GHMRP failed to
ensure training was proviced to each staff in the .
area of Hurnan Development "

The finding includes:
Review of the training records on October 30,

2008 revealed that the GHMRP failed to provide
training in Human Development.

'1232) 3510.5()) STAFF TRAINING | 232 3510.5()

Each training program shall include, but not be ‘ Dental (oral besith and hygienc) was compicted (sec
limited to, the following: atiached copy of signaturc sheet) but will be done aguin
by. .. 12-20-08,
. . . - - The QMRP will develop a Janwary through Junc 2009
(i) Training of the residents in the maintenance of -
; schedale qutlining sl requira) trainings wnd their
oral-health and hygiene. implementation fmelings... 133008

_ _ _ “The schedule will he modified and repeaied for
This Statute is not met as evidenced by: theouph December 2009, Ny

Health Regulation Administration - e
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1232| Continued From page 7 1232
Based on record review, the GHMRP failed to
ensure training was provided to each staff iy the
ara of oral and health hygiene.
B The finding includes; .
Review of the training records on Qctober 30,
2008 reveajed that the GHMRP failed to provide
training in oral health and hygiene,
1291 3514.2 RESIDENT RECORDS 1281

Each record shall be kept current, dated, and
signed by each individual who makes an entry.

This Statute is not met as evidenced by;
Based on interview and record review, the .
GHMRP failed to ensure each residents records }
were kept current, dated and signed by each
indjvidual that made an entry, for two of the two
residents in the sample. (Residents #1 and #2)

The findingd include:

The facility's Registered Nurse (RN) failed to sign
Residents #1 and #2's quarterly reviews.

a. Interview with the facility's Registered Nurse
on October 29, 2008 at approximately 3:00 PM
revealed that she (RN) completed quarterly

nursing examinations. Review of the Resident

The RN has pinced a post-d!;tcd signaturc on the cited
Guurtcrly murRing examinations. There is an associaled
shect that the RN signs for cuch quartsr, The nurse had

#1's medical record revealed a nursing quarterly signed that shost (scc: attached), however, the RN has been
review dated Qctober 22, 2008 that was not - instructed to insurc that she routinely signs the quarterly
signed. roview document itsclf... 12-2-08. _

: The QMIP will revicw the medical records monthly (o
b, Interview with the facility's Registered Nurse insure routing compliance. .. 12+1-08. _
on October 30, 2008 atap proximately 11:00 AM The IXON will alsa audit the medical reconds
revealed that she (RN) completed quarterly periodicully...12-1-08,

nursing examinations, Review of the Resident
#2's medical record revealed a nursing quarterly
Health Regulation Administration
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1291 Continued From page 8 1291

review daled August 18, 2008 that was not
signed.

1374 3519,.5 EMERGENCIES 1374 y

After medical services have bean secured, each

GHMRP shall promptly natify the resident ' s

guardian, his or her next of kin if the resident has The Gamily of Clicat #5 was notified ahout the incident

no guardian, or the representative of the cited here and in fuct did visit her in the hospital thercafior.
; : ! MTS sl fuiled 1o indicate the notitication an the meident

sponsoring agency of the resident ' s status as . ¥ > titic te ingi

soon as possible, follewed by written notice and repoit, The QMRF will review all incident repons before

) ! they arc submitted 10 insure that al] appropriat:
: documentation no later than forty-eight (48) hours notifications occur and are documented. The IMC will
after the incident. ggwide a secon ¢russ cheek before submission. . 12-15-

This Statute is not met as evidenced by:

Based on interview and record review, the facility
failed to ensure that all unusual incidents "
including injuries of unknown origin were reported
immediately to the administrator and other
officials according to district law (22 DCMR,
Chapter 35, Section 3519,10) one of the five
residents in the sample. (Resident #5)

The finding includes: E

On Qctober 29, 2008 at 2;15 AM, during tha
entrance conference with the Qualified Mental
Retardation Professional (QMRP) revealed that
Resident #5 had active family involvement.
Review of the facility's unusual incident reports
and investigative reports on October 29, 2008
beginning at 10:20 AM, revesled that the facility
failed to notify Resident #5's family immediately
of the following incident:

On July 28, 2008, staff discovered swelling on the
right side of Resident #5's Tace.

Continued review of the facility's incident report
however, failed to pravide evidence that the
Health Regulation Administration
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resident's family had been notified of the
aforementioned incident.

1379 3519.10 EMERGENCIES 1379

In addition to the reporting requirement in 3519.5,
each GHMRP shall notify the Department of
Health, Health Facilities Division of any other -
unusuyal incident or event which substantially -
interferes with a resident '  health, welfare, living e
arrangement, well being or in any other way
places the resident at risk. Such notification shall . ‘
be made by telephone immediately and shall be
followed up by written netification within
twenty-four (24) hours or the next work day.

This Statute is not met as evidenced by:

Based on interview and record review, the
GHMRP failed to ensure that injuries of unknown
origin are reported to the facllity's administrator :
and government agencies as required by DC . t,
Regulation [22 DCMR Chapter 35 Section StasT was rcirained on ing
3919.10). will be trwinod at Teust once por

The findings include:

1. Review of the facility's in¢ident reports on -
October 29, 2008, beginning at 10:20 AM
revealed an incident involving Resident #5 dated
June 9, 2008. According to the report, staff
discovered swelling of Resident #5's jaw and
face.

2. Review of the Resident #1's medica! record on
Qctober 29, 2008 at approximately 2:00 PM,
revealed the following injury of unknown origin,

‘ According o & nursing progress note dated June
" Health Regulation Adminlstration
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19, 2008 revealed that staff discovered a bruise
on Resident #1's left foot below the knee, Further
interview and record review revealed no evidence
that the injury of unknown ofigin as reported to
the Depariment of Health as required.
I4Zﬁ 3521.3 HABILITATION AND TRAINING 1422
Each GHMRP shall provide habilitation, training
and assistance to residents in accordance with
the resident * s Individual Habilitation Plan.
This Statute is not met as evidenced by:
Based on interview and record review, the
GHMREP failed to provide training and assistance
to residents in accordance with the their
individual Habilitation Plans for one of the two .
residents included in the sample. (Resident #1)
The findings include:
Review of Resident #1's racords on October 30,
2008 at 10:00 AM revesled the resident had an
Individual Support Plan (ISP) dated July 18, 2008.
Interview with the Qualifiec Mental Retardation
Professional (QMRP) on Cctober 30, 2008 at The for the . ion of the
: i id ! protecol nccded for the proper implementation o
10:30 AM and further review of Resident #‘_I $ g wnd tabvia e Bad
record revealed at the time: of the ISP meeting, ot m"’m‘”@“"" by the *"’””’“. hg‘"' ;3 ““W“m“ be
the Interdisciplinary Team (IDT) recommended complewed by...12-4-08. eech
the following program objectives: Swff will be trained on the implemcntation straregies
hy...12-8-0%.
a. [the resident], will perform lingual The programs will be implerncated by. .. 12-20-08.
strengthening exercises in 10/10 trials to improve e P was off v e 9 gt the
i j " was gware pmgmlm of
| bols formaton o prepers for swalowing over Sn o v iy i e o o
! 0 pirovide the necded protocols and dara collection
3} . . sysizvas. In the fu the QMRP will ceek the assistance
b. [the resident], will perform labial strengthening of the 5‘;““ D“;:’m, 10 m:-cu Lusks along in q
exercises in 10/10 trials to improve bolus timelicr manner... 12-20-0K.
formation to prepare for swallowing over three
consecutive months.

.Health Regulation Administration
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1422) Continued From page 11 1422
Interview with the QMRP and review of the
resident's records on October 30, 2008 at ;
approximately 11:00 AM, there was no evidence
that the aforementioned program objectives had
been developed, initiated or implemented.
14301 3521.7(a) HABILITATION AND TRAINING 1430
The habilitation and training of residents by the
GHMRF shall include, when appropriate, but not
be lirmited to, the following areas;
(a) Eating and drinking (including table manners,
use of adaptive equipment, and use of
appropriate utensils);
This Statute is not met as evidenced by:
Based on observation, staff interview and record
review, the Group Home for Mentally Retarded
Persons (GHMRP) failed ta train residents to
develop strengthening exercises to improve bolus
formation in prepariong for swallowing, for one of
the two residents in the sample. (Resident #1)
The findings include:
Review of Resident #1's records on October 30, ;D‘ protocol nccded [or the pruper implementation of the
2008 at 10:00 AM revealed the resident had an inpha) strngthcning and lahial sengghening crorcises bad
Jd mmmuopmwuwmmmu.wmube
Individual Support Plan (ISP) dated July 18, 2008. completed by. .. 12-4-08. _
Interview with the Qualifie¢ Mental Retardation Seaff will be trained on the implcmantation strategies
Professional (QMRP) on Cctaber 30, 2008 at hy...12-8-0%.
10:30 AM and further review of Resident #1's The programs will be impleracutod by.... 12-20-08.
record revealed that at the time of the ISP The P was of the ncod 10 gl the .
meeting, the Interdisciplinary Team (IDT) e QMRI” was aware ° PFogrants o
AP line bud was having difficulty getting the spocch pathologist
recommended the foliowing program objectives: w provide the needed 15 and data collect
) . sysiems. I the fulwre, the ill seek the assistane
a. [the resident], will perform lingual of e Excoutive Diroctor 0 move s0eh st lons o
strengthening exercises in 10/10 trials to improve Limelicr manner..., 12:20-08. ’
bolus formation to prepare for swallowing over [ )
Jealth Regulation Administration :
STATE FORM T am MOY011 If conlinuation sheet 12 of 17

e e p et Y




11/19/2008 20:28 FAX 2024429430

) Heaith Regulation Administration

@os2

PRINTED: 11/19/2008 -
FORM APPROVED.,

Each GHMRP shall promptly destroy prescribed
medication that ts discontinued by the physician
or has reached the expiralion date, or has a
wom, illegible, or missing label,

This Statute is not met as evidenced by:

Based on observation, interview and record
review, the facility failed to promptly destroy
prescribed medication that was discontinued by
the primary care physician for one of the two
residents included in the sample. (Resident #1)

The finding includes:

Inspection of the medication supply cabinet on
October 29, 2008 at 9:10 AM, revealed a
medication package of Klonopin 0.5 mg, 30
tablets for Resident #1. Interview with the
medication nurse at 9:15 AM indicated that the
medication was discontinuad around August
2008. Further interview indicated that the
medication should have been returned to the
pharmacy. Record verification on October 29,
2008 at 10:15 AM revealed a physician order
dated August 24, 2008, to "Stop Kionopin."
However, the medication was still stored in the
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1430 Continued Fromn page 12 1430
three consecutive months; and
) b. [the resident], will perform labial strengthening N
i exercises in 10/10 trials to improve bolus
formation to prepare for swallowing over three
consecutive months.
According to the QMRP and review of the
resident's records failed to provide evidence that
- the aforementioned program objectives had been
developed, initiated or implemented.
1484| 3522.11 MEDICATIONS 1 484

M medication disposal pulicy must be revised to
climinatc the instruction w0 flush such medications. The
pharmacy daes not take buck controllcd medications, MTS®
policy will be revised W instruct nurses to crush and
sprinkie such medicalions and discard thom in the trash in
that form. Thsplnspwpulydoammungmwms will
bclhaMTS practics poing forward.... {2-15-08,
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medication cabingt ag of October 29, 2008,

1500} 3523,1 RESIDENT'S RIGHTS 1500 )

Each GHMRP residence director shall ensure
that the rights of residents are observed and
protected in accordance with D.C. Law 2-137, this

chapter, and other applicable District and federal
laws.

This Statute is not met as evidenced by:

Based on interview and record review, the facility
failed to ensure that systems were designed and
implemented to ensure clients were not subjected
to verbal, physical and psycholgoical abusé and
mistreatment, for two of thz five residents that
resided in the facilify. (Residents #2 and #3)

The findings include:

1. On October 29, 2008 at: 7:18 AM during The staff member that § ; .
breakfast observations, Direct Carg Staff (DCS) W force ﬂg client 43 ::p mﬁm mm

#13 was observed forcefully feeding and talking the intemal investigation findings. . 12-2-08.
harshly to Client #3. DCS #13 was observed ’ '
standing with her body next to the client's head
and shoulder. At the same time, DCS #13's right
arm was wrapped over the client's head and her
hand was under the client's chin (head lock
position). DCS #13 was overheard saying to
Client #3, "Eat, | don't have all day, | have a lot to
do today." At 7:30 AM, DCS #13 indicated to the
surveyor that Client #3 was very diffieuit to feed,
At7:31 AM, DCS #13 said to Client #3, "Open
your mouth you know you like the food." DCS
#13 was then observed forcefully sticking the
spoon into the client mouth,

2. On Octaber 29, 2008 at 7:15 AM, Client #2

‘ was observed independently eating eggs. After
deqlth Regulation Administration :
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completing her eggs, the client stopped eating.
DCS #13 verbally prompted Client #2 to ear
several times but the client refused and ws
observed to place her hand into her mouth (hand
mouthing). At 7:42 AM, DCS #13 attempted to
feed Client #2. The client was ¢bserved to
refused by turning her head away from the spoon.
At 7:46 AM, DCS #13 attempted to feed the
client Again the client refused. At7:48 AM, DCS
#13 was observed putting the client's food down
the drain. DCS #13 then provided the client with
a bottle of Boost Plus in a spout cup.

At the time of the aforementioned observations,
DCS #10 was present at the dining room table
feeding Client #4. DCS #5 was in the facility and
within hearing distance of the incident.

During the entrance conference on October 29,
2008 at 9:20 AM, the Qualifiet Mental
Retardation Professional (QMRP) and House
Manager were informed of the surveyor
observation. At 4:00 PM, the QMRP informed the
surveyor's that DCS #13 was placed on
administrative leave pending the outcome of the
investigation.

At 4:32 PM, the facility was notified that the
client's health and safety was at risk and an
immediate jeopardy existed. At 5:00 PM, the
facility implemented a plan of correction to lift the
immediate jeopardy. The plan consisted of the
following:

- the alleged abuser was placed on administrative
leaving pending the outcome of an investigation;

- the two additional staff that witnessed the
alleged abuse were placed on administrative
leave pending the outcome of an investigation;
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The two olber staff meémbcers on dpty at the time wat
retrained on reporting und addressing abuse/neglect and .
other scrious reportable incident situations before returning
to duty... 12-2.08.

It should be noted that both the QMRP and the Fucility
Manuper ohsarve meal implemcatation on a voutine basts
and both report that they have never s2en such behavior
from the sta{l mcmber erminated nor any other stall. It
should also be noted that the two stall members on duty
stated during their investigation interviews that neither had
cver seen {he terminated staff member ur any other sluff -
member provide such’ jnsppropriate “ussistance™ during,
meals, The QMRP and Facility Manuge will continue to
obscrve mcals for all shifts at minimum once weckly each
and will provide om the spot training when stafT (ail to
follow cstablishest protocols. .. 12-15-08.

In additivn, the in-home staff orientudion will be modificd
10 insure (hat mealtime protocols are irsined during the
orientation. .. 12-1508,

b.  Clicnt #2 has a mcaltime protocol that address
her support needs when ealing but not her
periodic tendency to refuse some or all of the
food presentsd Lo her. As indicaled by, the
surveyor, clienl #2 ate her eges and then refused
the remainder of the menl. As also mentioned by
the surveyor, client #2 begsn the meal ul 7:15am,
stafl ullempted to assist her scveral times but way
refused and at 7:48am, 33 minutes uficr clicnt 42
stusted the meal, the staf*member discarded the
remainder of the meal. Client £2°s mealtime
protocol will be rovised o add instructions on
how stail iy lo address refusals (o cat cortain
portions ol x mcal or an entire meal. The QMRP,
RN and Facility Mansger all indiculed during the
weview of this defciency report that this is not a

lrequent hehavior but ruther an infrequent onc.
Client #2 usually ents well.
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1500 | Continued From page 15 1500 IThe mealtime protocol will be revised by...12-15-08,
4 Saff will be retruinced on the rovised program by... 12-20-
an OR. :

The revised program will be implemcented hy 12-27-08.
- all remaining staff will be in-serviced by October

31, 2008 on abuse and neglect, incident 1 should also be noted that it is the individuals right (o 1
reporting, mealtime protocols, and Client #2's refuse unwantcd treatment and that includes an accasional
Behavior Support Plan (BSP). meal or porlions of a meat. The protoco! will he modificd

with respect for that right in mind but will pravide

. strategics (hat maximize the Wikelihvod of getting client #
[If should be noted that the surveyor remained to consume her catire meal v;“;wmw mﬁml m:

onsite until the facility put systems in place to respeuting her right to chaose (for cxample, by not serving
remove the immediate jeopardy.] her foods that she clearly dislikes)... 12-15-08.

3, The facility falled to ensure that informed
consent was obtained from Client #2 and/or her
legal guardian prior to the administration of her
psychotropic medications.

Observation of the morning medication
administration on QOctober 29, 2008, at 8:48 AM
revealed Client #2 was administered Prozac HCL
40 mg, Naltrexone Hydrochlonde 50 mg and

| Megestrol Acetate 10 ml. Interview with the
medication nurse during the medication
administration, revealed the aforementioned
medications were used to address the client's
hand sucking behavior.

During the entrance conference on October 294,

: - Client #82's Ig uardi nother) did sign cons
2008, an interview was conducted with the e B ok guardian (mother) i sign consents for

the peychoiropic drug regimen amd the behavior support

Qualified Mental Retardation Professional plan on 12-7-07 (See: ntlached copics)... 12-2-08.
(QMRP) and House Manager that revealed Client MTS will utilize the new standard DDA forms 10 review
#2 did not have the capacity to give informed and update Clicnt #2°5 mother an the psychotropic drug
consent for the use of medications and regimen and 3SP..., [2-15-08.

habilitation services, The QMRP's statement was Thareafter, MTS will insure that a risks/henclils discussion
verified on October 30, 2008, at 3:30 PM through is held and conscat is obtaincd for any chunges in the
review of Client #1's psychological assessment psychotropic drug rogimen or the ISP 12-15-08.

dated June 13, 2008. According to the
assessment, Client #2 "is not able to make
independent decisions conceming her residential
or day placements. She lacks the cognitive skills
necessary to understand the implications of such

Health Regulation Administration
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decisions and therefore cannot give her informed
consent. She lacks the judgment and insight
required to make decisions independently.” The
QMRP further revealed the client had active
family involverment to agsist her in decision
making.
Review of the client's medical record and
additional interview with tha QMRP on October
30, 2008, at 3:06 PM failed to provide evidence
that Client #2's treatment needs, including the
benefits and potential side effects associated with
her medications, and the right to refuse
treatment, had been explained to herand a
legally authorized representative.
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